personnel, colonial officials silently, yet forcibly, wrote Indians out of the medical administration, and subsequently also out of later medical histories of this colonial possession. 4 Even the few Indian individuals that tenaciously remained in service in some of the outlying areas were no longer mentioned in the Annual Medical Reports or counted in departmental statistics.
Yet, as this chapter will show, the discreet turnabout in policy, although rarely mentioned in any official capacity at the time, can be quite easily explained retrospectively, most notably through tracing the several officially enshrined recommendations made against Indians in Kenya in the years immediately preceding 1923. Reports such as the 1919 Economic Commission Report, the 1922 Economic and Finance Committee Report (known as the Bowring Report) and the well-known 1923 Devonshire White Paper 5 all clearly set the scene for a newly hardened exclusionist attitude towards the participation of Indian immigrants in East African affairs. It was therefore quite in keeping with the mood of the time that official medical statements echoing these sentiments also appeared around this period. As we will discuss, the 1915 Simpson Report and the 1921 Public Health Ordinance provide two clear examples of this tendency. 6 Both documents explicitly condoned the implementation of segregative measures, justified on the grounds of the apparent link between Indians and poor hygiene. This was a new anti-Indian climate, fuelled partially by contemporaneous developments in other African territories (particularly South Africa), in which Indian workers and traders were increasingly portrayed as dirty and pathological bodies, while Indian doctors, precisely because they held some social status, were evidently felt to be challenging to white settler ideals of how the elite and responsible echelons of Kenyan society should be constituted.
Telling the little-known story about the way Indians were squeezed out of government positions offers valuable insights that can burst the historical myth of a Colonial Service staffed by the 'thin white line' famously described by Anthony Kirk-Greene in 1980.
7 Although, to be sure, the British colonial state in Africa principally consisted in its middle and higher echelons of white, elite personnel, in fact state representatives in roles of responsibility were sometimes of other nationalities and ethnicities. In short, non-whites were not limited to lower departmental staffing roles in the early history of the colonial medical department. Caught in the middle between the white elites and the (mostly) black subordinates, these Indian doctors became entirely overlooked in the medical history of Kenya. Even more recent moves to restore the often forgotten voices of the colonial nurses, subordinates and intermediaries to their rightful places within colonial history Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 66 ] omit to mention this relatively large 'middle' cohort of qualified practitioners. 8 Further, the short history of employing Indians within the colonial medical department shows that ideas of what was deemed appropriate in terms of representing the state locally were changeable. What was considered in one decade to be fitting to the times was evidently thought not to be appropriate in another. As such, this contribution to the history of Indians in the East African Colonial Medical Service highlights the way that colonial staffing policies were shaped by factors that went beyond the organisational effectiveness or the practical expediencies of the state (Indian doctors were cheap, Indian doctors had an acceptable level of training). Rather, the decision to squeeze Indians out of government employment was tied to changing social and political pressures that influenced ideas about the way the colonial project should be conducted. As ideas of trusteeship advanced from the 1920s, it became increasingly appropriate to Africanise the Colonial Medical Service, in terms of training and employing more African dressers; but at the same time (and with no apparent sense of contradiction) as the Service became more inclusive towards Africans, it became less inclusive towards Indians. This implies that, despite British rhetoric, something more complicated than progressive racial inclusion was going on. In key ways, Indians working in roles similar to those of Europeans in Africa posed a threat to British ideas of colonial hegemony.
Indians, migration and medicine
The migration of Indians to East Africa has been the subject of much scholarly attention, although no work has concentrated upon medical migration per se. 9 Between 1900 and 1948, more than 150,000 Indians settled in the East African colonies, although this trend for Indians to seek opportunities in the area was far from new. 10 Evidence from as early as AD 120 suggests the movement of people and trade between the Indian subcontinent and the African East Coast, and by the thirteenth century trading excursions by both Indians and Arabs to the African coast were commonplace, with dhows regularly moving between the shores of India, the Persian Gulf and East Africa using the seasonal winds.
11 Much of the early trade centred upon the island of Zanzibar, which for several centuries was the regional hub of trade, particularly in slaves, ivory and spices. Although much of the commerce was in the hands of the wealthy Omani elite, Indians were vital cogs in the commercial successes of the region and Indian models of business organisation came to be highly esteemed by both the Portuguese colonisers of Zanzibar in the sixteenth and seventeenth centuries and the Omani Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 67 ] rulers who subsequently came to power in 1698. 12 Through several centuries of trading contact, Indians had come to know the geography of the region well and were key players in both local and international commerce. As such, they became relied upon as organisers of potentially risky caravan expeditions into the interior, and also as financiers in trading initiatives to both India and the Americas.
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By the time the British arrived in East Africa in 1888 with the Imperial British East Africa Company (IBEAC), a sizeable Indian community already resided along the coast and its adjacent islands. The presence of this resident community, combined with the colonial power that Britain already wielded in the Indian subcontinent, meant that it was no surprise that Britain looked to Indians as key personnel to aid in the establishment and consolidation of power in its new Protectorate.
14 From the mid-1890s Indian army regiments were brought in to secure military control, and between 1898 and 1902 approximately 31,000 indentured labourers from India were employed to expedite the first major colonial construction project in the region, the Uganda Railway -stretching from the coastal city of Mombasa to the edges of inland Lake Victoria.
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At the formation of the IBEAC the directors had positioned themselves on this issue: [ 68 ] preferred by the British administration for their adoption of European habits. 18 Concurrently, Indian doctors were also employed in other capacities supportive to British colonialism: they were imported to serve the health of the Indian regiments billeted in East Africa, and also to provide basic medical services to the thousands of indentured Indian labourers working on the Uganda Railway.
19

Western medical education in India
One of the reasons why Indian doctors were employed was because they provided relatively cheap labour, but nevertheless medical labour that had been trained in standards comparable (although never deemed equal) to those on offer in medical schools in the West. A comprehensive history of the development of Western medical education in India remains to be written, but some regional accounts of medical professionalisation provide useful insights, showing clearly that Western medical education became well established in India by the midnineteenth century. 20 Calcutta Medical College opened its doors in February 1835 as the first institution explicitly designed to train young Indian boys, irrespective of caste, in the principles of Western medicine in English. By 1846 qualifications earned from this college were formally recognised by the London Royal College of Surgeons, and by 1857, the year in which the institution was confirmed as having full university status, Licentiate in Medicine and Surgery (LMS), Bachelor in Medicine (MB) and Doctor of Medicine (MD) were all offered, in line with the medical degrees available in the UK.
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The Western medical education established at Calcutta was soon copied elsewhere. Madras Medical College admitted its first students in 1842; Grant Medical College in Bombay (a key provider of doctors for Kenya) in 1845; and Lahore Medical School (also called King Edward Medical School) was established in 1860. 22 One confusing issue was that, upon qualification from a medical school in India, there was little systematisation in terms of how these newly qualified practitioners were titled. 23 Deeply rooted ideas of racial superiority in the Colonial Service meant that Indian colleagues, even if in possession of LMS or MD degrees, were seldom allowed the job title of Medical Officer, which was reserved mainly for Europeans. Instead, Indian medical graduates were variously called Assistant Surgeons, SASs and even sometimes Hospital Assistants once they took up posts with the British government services. Although the higher-ranked Assistant Surgeons are usually relatively easy to identify, before the Medical Registration Ordinance of 1910, SASs were sometimes also referred to as Hospital Assistants. This variety of job titles means that, Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 69 ] especially in the first decade of the colonial medical department in East Africa, it is difficult to tell from the job title whether the individual mentioned was a doctor with a General Medical Council recognised medical degree or a medical subordinate with a less prestigious diploma or a certificate. 24 The disparities in nomenclature are revealing both of the lower status that Britain attributed to Indian medical qualifications and also of deeply embedded racial beliefs that ultimately saw the true leaders of the British Empire as white.
Indians in the Colonial Medical Service before 1923
In East Africa, Indian Assistant Surgeons and SASs were present in the medical department as an obvious force soon after its inception. Indians were part of the medical provision offered by the Uganda Railways and then, later, part of the colonial medical department, which was founded in 1895. Although official records from this period are scant, four Indian medical staff are named in early archive material before 1900: Edward Oorloff, who had joined the medical department in 1897; E.W. Rodrigo and G.P. Vinod, who had served since 1898; and Maula Buksh who joined the department in 1899. 25 It was apparent from very early on that, even if the healthcare focus was primarily on the needs of the European community, few European doctors were available and the department relied on supplementary staffing. 26 Correspondence between Kenya, London and India confirms a heavy dependence on Indian staff for the provision of medical services, with numerous examples in the records of calls to secure more Indian doctors. 27 In 1921, even John Langton Gilks, the Principal Medical Officer (PMO) who was to actively squeeze Indians out of Colonial Medical Service employment, had drawn attention to the problem of the Indian medical staff being 'inconveniently low'.
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As might be expected, conditions of employment for the assistant surgeons and SASs were less favourable than those offered to European MOs. Although both groups had their passage to East Africa paid, the salaries offered were far from equivalent and the allowances were very different. While European MOs were paid £400 per annum (in 1939 this changed to £600 per annum), the salary of an Assistant Surgeon was approximately £200 and that of an SAS (or Hospital Assistant) was under £70. 29 Furthermore, unlike the European doctors, who were provided with government housing, subordinate Indian staff had neither an accommodation allowance nor guaranteed government housing, no gratuity for long service, no passages paid for spouses and family and no formal provision was made for their pension, unless they first passed a three-year probationary period. via free access [ 70 ] For almost three decades, Indian Assistant Surgeons and SASs were the vital cogs in the machinery of the Government Medical Department. In fact, in the years before 1923, all the available evidence indicates that Indian doctors were present in equal or greater numbers than their European counterparts. At their high point in 1919, almost twice as many Indian practitioners (seventy-three) worked for the East African Colonial Medical Service as did Europeans (forty-three) -a fact that makes their omission from the subsequent histories of medicine in East Africa all the more remarkable. Although a rhetoric of economic saving was cited as justification for the drastic cull of Indian personnel in 1922, it is thought-provoking that European staffing numbers, after a small reduction in 1923, nevertheless steadily grew from 1925 to almost double in the 1930s, despite the fact that European MO salaries were much higher than those offered to Assistant Surgeons or SASs. 31 Colonial Medical Service doctors 32 The lack of source material makes it difficult to gain a full picture of the typical experiences of Indian doctors. 33 Similar to European doctors, most Indian doctors posted outside of the main townships conducted very independent professional lives, able to make their own decisions, and often responsible at a comparatively early stage of their careers for thousands of patients. 34 District medical reports for 1915-23 from Meru, 1914-22 in Malindi and 1921 in Kabarnet give an indication of the high levels of responsibility many Indian subordinate doctors had. 35 Many of the Indian subordinate doctors were in sole charge of hospitals and managed sizable staff. For instance, an Indian Assistant Surgeon was responsible for the hospital at Fort Hall during 1919 and an SAS was in charge of the Machakos hospital in the Ukamba reserve for several years before 1922. 36 Although theoretically Indian subordinates were always under the supervision of the local MO, in reality those in remote locations were only infrequently visited, in some instances only once a year. 37 Furthermore, evidence can be found that some of the Indian members of the Colonial Medical Service were actively engaged in medical research. [ 71 ] A.N. Nyss, K.H. Bhatt and Murari Lal. 38 Another article, from 1927, by Assistant Surgeon T.D. Nair, described his extensive yaws eradication campaign along the Tana River. 39 A medical report authored by Minoo Dastur reveals in vivid detail his substantial initiatives to improve public health provision in the Baringo district of Kenya. 40 Before the 1920s it is not difficult to find positive comments concerning the use of Indian subordinate doctors. Individuals working in East Africa, India and the UK regularly praised the quality of Indian staff. E.B. Horne, who was the District Officer in Meru, for example, was immensely impressed by the performance of Abdulla Khan, who commenced work in Meru in 1915, describing his 'relations with the natives' as 'excellent'. Horne further commented that because of Khan's professional efforts and good personal relations there had been a substantive increase in patient consultations under his tenure. 41 Similarly, the author of a report issued in 1921 concerning the remote Kabarnet station, which was considered to have 'deplorable' facilities and to be 'notoriously unhealthy', made strikingly appreciative comments about the improvements that occurred in the health of the region under the Indian doctor's charge. 42 Six months after Gokul Chand's appointment to the station, the District Commissioner was happy to report that 'his work has been eminently satisfactory, the sanitation of the station is looked after by him with great care'. 43 In his published reminiscences of 1928 in the Kenya and East African Medical Journal, former PMO Arthur Milne also extolled the contribution of Indian doctors, along with those of Goan clerks, in glowing terms, describing them as 'the two main-springs which have kept the wheels of the department turning'. 44 He singled out a number of individuals for their gallantry and dedication to the establishment of colonial medicine in the region, describing Assistant Surgeon de Cruz as one of the 'never to be forgotten comrades who laid down their lives in building up of these colonies'. 45 Other European MOs provided similar positive testaments of the Indian medical staff. Robert Hennessey made particular note of the vital role of the Indian doctors in the running of the hospitals and their importance in undertaking much of the routine surgery. 46 Another senior European MO, Peter Clearkin, who worked for some time at Kisumu Hospital, described some of the Assistant Surgeons whom he worked with as 'very good indeed', making specific reference to the outstanding efforts of one individual, Kartar Singh. 47 
The demise of Indian Colonial Medical Service careers
Although by the early 1920s it seemed that Indians were an integral part of the colonial medical administration, the glowing endorsements Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 72 ] of their service came to an end in 1922. The reason for this abrupt turnabout in attitudes was never articulated beyond generalised statements about the need to enforce economies within the department, some comments about the new preference to Africanise the Colonial Medical Service, and a few references to the alleged lack of suitability of Indians to perform medical duties for Africans. Although a number of short-term factors can be identified as inducing this policy shift, in many important ways the groundwork for this sea-change in attitudes had been gradually established since the beginning of the twentieth century. Despite the apparent enthusiasm for the employment of Indian doctors before 1922, nearly every positive remark about them was nevertheless made in a climate that concurrently also assumed that Indians were neither as able nor as desirable as European doctors. Kenya, with its politically powerful white settler community, was particularly a place where Indians were routinely discriminated against. The prominent roles some Indians played in business and commerce in the region made settlers not only suspicious of the possibility of Indian encroaching political power but also desirous to limit it at every available opportunity. Frequent portrayals of Indians in the settler-led local press made allusion to their thrift and business acumen, characteristics which were portrayed not as qualities to be praised but as traits of which other members of the colonial community should be suspicious. 48 Running alongside this discourse, with apparently no sense of contradiction, was another prominent stereotype propagated by the British, namely that Indians, particularly those of poor socio-economic standing, were a public health risk and were therefore actually a threat to the prosperity of the colony. Sentiments such as 'whenever one finds the Indian in Africa, he appears so dirty' were commonplace and profoundly affected the way Indians were regarded not only as patients, but also as doctors. 49 Prominent European doctors, such as Roland Burkitt, supported this view, even publicly lecturing on the allegedly deplorable habits of Indians and making no attempt to disguise their hostility towards the community. 50 In addition to this climate of gradually increasing racial animosity to the East African Indian community since 1900, several tangible points can be identified as marking significant stepping-stones on the path to outright hostility. One of the most dramatic shifts in attitude can be pinpointed to the change in Commissionership (Governorship after 1906) in 1900 from Sir Arthur Hardinge to Sir Charles Eliot. This marked the concerted beginnings of the 'White Highlands Policy', which favoured the white settlement of the area located to the north of Nairobi and the west of Mount Kenya, which was thought to have the most fertile land and the most agreeable climate. [ 73 ] During his time as Commissioner of the East Africa Protectorate (1895-1900) Hardinge had established a model of colonial administration that drew heavily on Indian personnel, not only as indentured labourers but also as he sought staff in positions of responsibility, such as at the head of the Works and Transport departments. 51 While Hardinge was agreed that the Highlands would be the best place for white settlement, he nevertheless accepted Indian landownership as part of the cultural landscape of the East Africa Protectorate. 52 When Eliot succeeded to the headship of the Protectorate it was quite clear that his sympathies were elsewhere. His candid statement of 1905 could not have been further away from the integrationist ideas of his predecessor: 'I think it is a mere hypocrisy not to admit that white interests must be paramount, and the main object of our policy and legislation should be to found a white colony.' 53 Immediately upon his investiture Eliot drove a private bargain with the leader of the 'white frontiersmen' of Kenya, Lord Delamere, and invited Europeans including, White South Africans, to migrate. 54 Eliot was to be only the first of a series of governors to fall 'willingly into settler clutches'. 55 Many of his successors, including Sir Edouard Girouard (1909-12), Sir Henry Belfield (1912-17), Sir Charles Bowring (1917-19) and Sir Edward Northey (1919-22), displayed sympathy for the settler position and, increasingly, an accompanying disregard for the Indian community of East Africa. 56 Towards the end of the First World War the issue of whether Indians should be awarded land grants in East Africa in formal recognition of their contribution to the war effort was seriously discussed. The subject was considered so important that it became the subject of parliamentary debate in London, but nevertheless the motion eventually suffered a crushing defeat, with settler opposition to the proposal playing no small part in its decisive demise. 57 During the next four years, undoubtedly in the light of fears raised through the serious discussions about possible land grants for Indians, a number of blatantly anti-Indian reports were produced concerning Kenya colony.
The first such document came in the form of the findings of the Economic Commission of 1919. This Commission had been set up by Governor Belfield with the specific aim to inquire and report on a sustainable future for the colony. The conclusions of the final report of this commission were unambiguous:
Physically, the Indian is not a wholesome influence because of his incurable repugnance to sanitation and hygiene.…The moral depravity of the Indian is equally damaging to the African, who in his natural state is at least innocent of the worst vices of the East. The Indian is the inciter to Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 74 ] crime as well as vice, …The presence of the Indian in this country is quite obviously inimical to the moral and physical welfare and the economic advancement of the native.
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The final recommendations of the report explicitly stated that senior posts in government, railway, municipalities and European firms should be reserved exclusively for Europeans. Among its recommendations were a complete halt to Indian immigration and a call that all government departments 'should, as quickly as possible replace Indian employees by Europeans in the higher grades and Africans in the lower'. 59 Indians were described as displaying an aversion to sanitation and hygiene and as having disproportionately large numbers of their community associated with crime and vice. 60 With the findings of the 1919 Economic Commission, anti-Indian sentiment within East Africa palpably strengthened. Calls started to be made by both settlers and members of colonial government demanding the complete cessation of Indian immigration and the transfer of Indian-held jobs in government to Europeans and Africans, in line with the Commission's recommendations. 61 This new, unambiguously exclusionist line of argumentation was further reiterated with the findings of the 1922 Economic and Finance Committee (Bowring Committee). This committee, which had been set up along the lines of the Geddes Committee in the UK to evaluate the need to reduce public expenditure and introduce protective tariffs in the colony, proposed in its conclusions a 20 per cent reduction in the number of all Asiatic civil servants working for the British government in East Africa. 62 With seemingly no sense of contradiction, this projected staff reduction was justified on the grounds of ameliorating the deteriorating financial situation of the colony. Indian leaders were quick to point out the illogicality of removing Indian staff as 'the salaries of some of the Asiatic staff are at present less than a quarter of the minimum salaries drawn by European staff' who were being retained, but this reasoning appeared to carry no weight in a colonial administration determined, under settler pressure, to reduce the influence of the Indian community. 63 The budget cuts recommended in the Bowring Committee Report inflicted the biggest hardships on Indians, who were deemed to be too expensive and not suitable to work in the colonial administration. It was stated that it would be more economical to replace Indians gradually with cheaper African labour and, furthermore, that only Europeans could act as trustees for the Africans, who were not yet considered to be in a position to represent their own interests. Indians were regarded as being fundamentally unsuitable for colonial service, as they could not provide the necessary moral and social guidance to the majority African community. Finally, the most decisive watershed was to occur in the following year, in the form of the 1923 Devonshire White Paper. 64 The debates leading up to, and during, the passing of the Devonshire Declaration have been the subject of extensive scholarship and it is necessary here just to summarise its main conclusions. 65 The Devonshire Declaration signified the formal pronouncement of the British government's intentions for Kenya colony. Native rights were to be paramount in the long term and, in order to prepare the indigenous population for self-rule, European interim trusteeship was to be the short-term focus. In this framework there was little space for Indian rights (similar to those enjoyed by Europeans). Indians were not seen as the natural inhabitants of Kenya, neither through inheritance nor conquest, and their rights to political representation were severely curbed. There would be no common franchise. Indians were to be allowed five elected seats in the Legislative Council, compared to eleven for Europeans. Additionally, Devonshire confirmed that the Highlands would be reserved for Europeans and the option of a future ban on Indian immigration was maintained.
The anti-Indian sentiments which manifested themselves in the recommendations of the Economic Commission, the Bowring Committee and the Devonshire Declaration also permeated colonial medical policy in areas of public health: the Simpson Report of 1915 and the Public Health Ordinance of 1921. The Simpson Report came about as a direct result of the frequent complaints about the sanitary condition of Nairobi, particularly stimulated by objections to the insanitary state of the Indian bazaar. In response to these issues, Governor Henry Belfield in 1912 sought the help of a sanitation expert to provide a professional assessment of the situation. Professor W.J. Simpson, a member of the Advisory Committee on Tropical Medicine, was the natural choice for the job. By the time of his appointment he had already been on missions to investigate sanitary conditions in Gold Coast, Sierra Leone and Nigeria on behalf of the British colonial government. 66 Simpson visited Kenya in 1914, travelling extensively throughout the country for six months. In compiling his assessment he drew upon many interviews, although notably few with non-Europeans. 67 Simpson's final report of 1915, illustrated with town plans and photographs, was unambiguous in its support of racial segregation and became much cited as official justification for colonial health policies thereafter. He was unswerving in his recommendations:
Lack of control over buildings, streets and lanes, and over the general growth and development of towns and trade centres in East Africa and Uganda, combined with the intermingling, in the same quarters of town Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 76 ] and trade centres of races with different customs and habits, accounts for many of the insanitary conditions in them and for the extension of disease from one race to another…. Also … the diseases to which these different races are respectively liable are readily transferable to the European and vice versa, a result specially liable to occur when their dwellings are near each other.… [I]t is absolutely essential that in every town and trade centre the town planning should provide well defined and separate quarters or wards for Europeans, Asiatics and Africans … and that there should be a neutral belt of open unoccupied country of at least 300 yards in width between European residences and those of the Asiatic and African. 68 Although not accepted without controversy, the Simpson Report became used as the authoritative medical reference to defend East African Protectorate policies of racial segregation. It became the basis for the first comprehensive Public Health Ordinance of 1921, which was instructed as means to simplify navigation of the numerous health ordinances against specific diseases or procedures that had been accumulating in the Protectorate since its earliest days. 69 The story of the passage of this Ordinance is long and complicated, but ultimately the British government rejected clause 15, which advocated racial segregation along the lines recommended by . 70 Nevertheless, the debates over the inclusion of this clause and the evident enthusiasm for segregation among members of the settler community show how urgent the need to limit Indian rights was perceived to be by some sectors of the colonial community. It was no surprise that racial segregation of township areas in Kenya did not end with the removal of clause 15. Europeans found other ways of maintaining de facto segregation and the administration did little to intervene and ensure compliance. Instead, subtle ways were found to conform to most resident Europeans' preferences to live in a segregated society, for example by turning down planning applications by non-Europeans and refusing to sell land to Indians. Officials in Whitehall were aware that the law was being circumvented, but were content to turn a blind eye. A handwritten comment on an internal Colonial Office memorandum is revealing: tacit support of these continued practices of segregation was provided as long as a way could be found 'of avoiding official correspondence' on the subject. 71 The final piece in the jigsaw in understanding the dramatic retrenchment of more than half of all Indian staff from the Colonial Medical Service lies in the actions of the PMO at that time -John Langton Gilks. Although, to be sure, Gilks was influenced by the broader social and political environment around him, it was his eventual support for the scheme which directly lay behind the fact that many Indians lost their Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 77 ] jobs in 1922. Gilks was extremely cautious of recording in any detail the impetuses behind his policy decisions, and his motives can only be guessed at through relatively limited evidence. Enough evidence exists, however, to verify that he became a close ally of the Kenyan settler community and that his views about Indians for the most part accorded with the dominant settler mood of negativity towards them. 72 Despite initial wavering on Gilks's part, Legislative and Executive Council minutes record his ultimate acquiescence to the segregation of Indians in townships and the reduction of non-European salaries and his support for communal voting, which all Indians vehemently opposed. 73 He additionally refused to back a proposal to grant licensed Indian doctors a permanent right to practise medicine provided that they had completed three years' satisfactory medical service in the colony. Gilks openly criticised the quality of medical degrees from India, stating that 'certain degrees [of India] were not recognised. All sub assistants were not good doctors and some were not fit to practise without supervision.' 74 In his short, characteristically dry, memoirs of his time in Kenya, Gilks referred to the staffing reductions only as a means of achieving the economic savings recommended by the Bowring Committee. The second pretext he put forward for the action in 1922 was that, under the new priorities of trusteeship, Indians were unsuited to colonial medical work because the 'inclinations of these Indian SASs were not towards the care of Africans' and their withdrawal from the outstations 'would not appear to have been followed by serious results'.
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This was a theme that was echoed in other quarters. The local branch of the British Medical Association (BMA) was much less reticent in vocalising its support for the policy to cull Indians from the Colonial Medical Service. 76 In a memorandum to the London-based Dominions Committee the Kenya branch of the BMA declared:
A specific question having been asked by the Commission as to the efficiency of Indian sub-assistant surgeons, the Branch wishes to express the opinion that though they may fulfil a useful function when working under the supervision of medical officers, yet, owing to their attitude towards the African they are as a rule unsatisfactory for independent medical work amongst natives. At the time of retrenchment the establishment of sub assistant surgeons was greatly reduced. This was a step in the right direction and the Branch considers that the eventual replacement of Asiatics is desirable. The replacement of an Asiatic sub-assistant surgeon in charge of an outstation by a medical officer entails additional expense yet the increase in value of the public health service rendered is out of all proportion to the increase in cost. 77 Furthermore, the new, pressing priority was to Africanise colonial medicine, so it is no coincidence that the scheme to employ Africans Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 78 ] in larger numbers was promoted in earnest in 1924, less than two years after Indian staffing was cut. 78 Indeed, the increase in numbers of African dressers within the colonial medical department was dramatic: numbers rose from a handful in 1920 to 648 fifteen years later. 79 By 1932 more than 1,000 Africans were said to be working for the colonial medical department, over half of them categorised as dressers. 80 A reduced number of Indian Assistant Surgeons and SASs continued to operate in rural East African locations, despite the official cull. In 1937, an annual report indicated that a third of the hospitals in the African reserves were still under the charge of an Indian doctor, though they were barely mentioned in government reports. 81 A few tenacious Indian doctors, even if they were largely ignored and severely depleted in numbers, formed a constituent part of the colonial department. It is difficult to gauge their relative contribution, but estimates collated for 1937 suggest that twenty-six continued to operate in the country, with more than half in outlying regions.
Conclusion
Although accounts left by Indian members of the medical service are few and evidence has had to be pulled together from disparate sources, it is still possible to build up a picture of the short history of Indian doctors in the Colonial Medical Service. 82 Indian doctors, although employed on less favourable contractual terms -and typically posted to the less popular, remote stations -nevertheless were an extremely valuable part of the health service infrastructure, easily outnumbering European doctors during the first twenty-five years of the colonial medical department.
The disappearance of Indian doctors from the record after 1923 in large part explains their disappearance from colonial medical history. Indeed, reading the currently available literature, one might be forgiven for assuming that the East African Colonial Medical Service was entirely staffed by white, European doctors. 83 It is hoped that the new insights offered by this study will extend understandings not only through providing more empirical data about how the Colonial Service was staffed, but also in terms of helping historians to reflect on the processes of recording history; ones that sometimes bury important aspects for generations. The policy of dropping Indians from the Colonial Medical Service was rarely directly spoken about at the time, which meant that subsequently their history also became overlooked. This story provides a cautionary tale: in the struggle to escape the positivist, triumphalist white histories of the early post-colonial era more recent historical attention has refocused our interests on the history Anna Greenwood -9781526137074 Downloaded from manchesteropenhive.com at 08/03/2019 04:30:33PM via free access [ 79 ] of black participation in Empire. 84 Understandably, but inevitably too simplistically, the history of the black African doctors was assumed to be the only crucial missing part of the story. 85 In fact, the way Empire was staffed in East Africa was more nuanced. Although Indians were themselves divided as a group and should by no means be seen as homogeneous in opinion and stance towards the British government (or even towards members of their own community), omitting their contribution to the East African Colonial Medical Service fails to acknowledge some of the diversity of the British Empire and some of the subtleties within the colonial politics of race.
The contextual analysis offered in this chapter shows that of the events around 1923 are (retrospectively at least) explicable, if they were surreptitiously conducted. The abrupt change in official attitudes towards Indians in the Colonial Medical Service shows that broader social and political dynamics were at play in decisions about their largescale retrenchment. While it became acceptable -perhaps precisely because it was relatively non-threatening -to provide training for indigenous Africans as dressers and Hospital Assistants, the idea of working side by side with similarly qualified Indian individuals had less political appeal. This prospect became progressively more problematic after the First World War, when the potentially destabilising effects of increased Indian social and political influence were hotly debated issues within East Africa and Indians became increasingly cast in official reports (such as the 1919 Economic Commission Report, the 1922 Bowring Report and the 1923 Devonshire White Paper) as a potentially large public nuisance whose ambitions were to be curtailed before they got out of hand. The British government could not risk alienating the powerful white settler community, so, while limiting the worst excesses of their demands, it also tacitly understood the importance of keeping policies at a level in accordance, at least nominally, with settler desires. In this way, looking beyond the immediate boundaries of medical priorities or organisational efficiency, the decision to drastically reduce Indian members of the Colonial Medical Service can be better understood. Despite almost three decades of good service, educated Indian doctors were ultimately feared as a threat to British dominance in Kenya. 86 
